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• Major Trends Affecting Public Health Management and Practice
The challenges that public health organizations face are embedded in a broader set of demographic, economic, geopolitical, and sociocultural trends that are dramatically transforming American society. Here we focus on five of those trends.
Shifts in sociodemographic composition of the US population
Our nation is in the midst of an unprecedented demographic transformation. Two "colorful" processes are altering the size, composition, and geographical distribution of the US population. The first is the "browning" of America and the second is the "graying" of America.
The "browning" of America refers to the increasing role that non-White ethnic minority groups are playing and will continue to play in the years ahead in the growth of the US population. 2 It is driven in largepart by both legal and illegal immigration to the United States from Mexico, other parts of Latin America, and Asia. Large-scale immigration to the United States from these areas began after 1965, when US immigration law was amended to eliminate discriminatory provisions barring entry from certain countries, and continues to the present. 3 The effects of this more liberal immigration policy, which, in essence, allowed more people of color to immigrate to the United States, are evident in the most recent census data.
Census 2000 revealed that the US population grew by 32.7 million, or about 13 percent, during the 1990s. Nationally, non-White ethnic groups, many of whom arrived from abroad, accounted for 65 percent of the net growth. Regionally, non-Whites accounted for all of the net population growth in the northeast, * 62 percent of the net population growth in the midwest, 52 percent of the net growth in the south, and 69 percent of the net growth in the west during the 1990s. This trend has continued since 2000 (Table 1) .
Because the non-White population is much younger and has a higher fertility rate than the White population, most population projections forecast that nonWhite population growth will continue to outpace White population growth at least until the year 2050, when the US population is projected to reach about 420 million. Between now and mid century, the White population is projected to grow by only 29 percent, while the Black, Native American, Hispanic, and Asian/Pacific Islander populations are projected to increase by 94 percent, 109 percent, 238 percent, and 412 percent, respectively ( Figure 1) . This growth will result in a major color adjustment in America's population. The White share of the total population is projected to decrease from its 1995 level of almost 75 percent to about 50 percent in 2050. Blacks, Hispanics, Asians, and Native Americans together will account for 49 percent of all Americans in 2050, up from just over 26 percent in 1995. The largest growth will be among Hispanics, who are projected to account for almost 25 percent of the population in 2050 (Figure 1 ).
Undergirding this increasing diversity is a massive geographical redistribution of the US population, which is driven in large measure by immigrants and Hispanics. 6 The majority of the foreign born are still concentrated in the major immigrant gatewaysCalifornia, Florida, Texas, New York, and New Jersey. 7 But these two groups are beginning to settle in states that heretofore were not magnets for immigrant, and especially Hispanic, population growth. [8] [9] [10] Southern states like North Carolina, Georgia, Tennessee, and Arkansas; midwestern states like Iowa, Minnesota, Nebraska, and Kansas; and Mountain states like Nevada, Utah, and Colorado all experienced rapid foreign-born population growth during the 1990s ( Figure 2 ).
The second "colorful" demographic process is what many call the "graying" of America, or the aging of the US population, that is, the growing share of the population that is 65 or older. Within the next 6 years, the 76 million Americans born between 1946 and 1964, the post-WWII baby-boom generation, will begin aging out of the labor market. (Add to this US immigrants born between those years and the number swells to 84 million.) This exodus will be important because the post-WWII baby boom was followed by a baby bust. That is, the native-born population, especially native-born Whites, stopped having children in sufficient numbers to replace itself.
Reflecting this shift in reproductive behavior, the 18-to 34-age cohort of Americans was substantially smaller (67 million) than the baby-boom cohort (82 million) in 2000. And while the baby-boom cohort grew rapidly during the 1990s (31.9%), the 18-to 34-age cohort actually declined by 4.1 percent during this period.
Given these demographic dynamics, one study forecasts a US labor shortage of 10.6 million by 2010. This impending labor shortage holds enormous implications for the human resource needs of public and private sector organizations, including the US public health system. In light of these changes, state and local public health department officials must develop the requisite skills that will enable them to (1) anticipate and monitor these and other important sociodemographic shifts in their services areas and (2) re-engineer their infrastructure, workforces, and operations to respond effectively to the linguistic, cultural, and economic challenges and barriers that newcomers to the United States face in their efforts to access needed healthcare resources. [13] [14] [15] Public health officials will also need to develop or devise innovative strategies for dealing with the persistent problem of health disparities among immigrant and ethnic minority groups-in addition to the large Black-White differences in health status. Many of the recent improvements in population health statussuch as reductions in infant mortality, sudden infant death syndrome, cancer incidence and mortality, homicide, and AIDS mortality-are not being fully realized among African Americans and other minority groups. 16 Similarly, immigrant and minority populations remain substantially more likely to face barriers in accessing healthcare due to financial, geographic, cultural, and insurance-related constraints.
A complex array of economic and sociocultural factors, including the vestiges of racial bias and discrimination, are likely to contribute to these disparities in healthcare access and outcomes. In the face of the daunting and persistent problems, public health managers require creative strategies and innovative methods for monitoring, assessing, and addressing health disparities that go beyond the traditional domains of public health practice. Given the financial constraints under which most public health departments operate, these strategies will have to be decidedly entrepreneurial in orientation.
The "graying" or aging of the American population gives rise to new imperatives for the prevention, diagnosis, and treatment of chronic disease in adult populations. These imperatives are particularly acute in the southeast, which has been experiencing rapid growth in its elderly population through the in-migration of retirees from other regions of the country for nearly three decades. In the face of this demographic shift, which is likely to continue well into the 21st century, public health agencies must devise innovative strategies to enhance their capabilities in areas such as targeted health promotion and disease prevention interventions, age-appropriate screening and diagnostic services, and transportation and health information services. 17 Public health agencies face special challenges in addressing the health needs of aging rural populations-who often face serious problems in access to healthcare. 18 At the same time they are developing programs and services to address health-related problems associated with the aging of the US population, public health leaders will have to develop comprehensive succession plans for the upcoming surge in retirements within their departments. 13 These plans should include, among others, a strategy for retaining high-potential young talent-especially persons of color-from within the existing ranks and an aggressive worldwide search for diverse talent.
Changes in health services delivery and financing
Medical practice and public health in the United States remained functionally separate during most of the 20th century despite many similarities in mission and method. 19 In the 1990s, the rapid growth in managed healthcare enrollment-among both privately insured individuals and beneficiaries of public programscreated concern about how these changes are affecting the distinctions and the interactions between these two fields of practice. Some policy analysts and health plan executives argue that because managed care plans assume clinical and financial responsibility for the health of defined populations, these plans have both opportunities and incentives for integrating aspects of medical care and public health practice. [20] [21] [22] [23] [24] Collaborative relationships between managed care plans and public health agencies emerge as a mechanism for sharing the human, financial, and intellectual resources required to implement public health activities. 25 Other observers warn that managed care plans may weaken the public health infrastructure, in part by siphoning off patients and Medicaid revenues that traditionally have supported public health agencies and related safety-net providers. 26, 27 Some public health agencies have responded to the growth of managed care among Medicaid beneficiaries by reducing their involvement in direct provision of personal health services, by transferring responsibility for certain public health services to other organizations, 28 and by reorienting public health organizations toward population-based public health services. 29 Other agencies have responded by contracting with plans to provide clinical services to their enrollees, or by forming their own managed care plans to compete in the Medicaid Managed Care market. [30] [31] [32] In the wake of rapid managed care growth, public health managers require the necessary information resources and analytical, decision-making, and negotiation skills to develop effective relationships with managed care plans and other public and private health organizations. Once established, these relationships require public health managers to engage in new and diverse activities, such as managing resources and services under capitated payment arrangements, marketing programs and services to potential enrollees, coordinating service provision across a continuum of care, and evaluating quality of care.
Uninsured and underinsured populations
Growing numbers of individuals are unable to obtain needed healthcare from mainstream medical care providers because they lack adequate health insurance coverage. 1 Consequently, the organizations that traditionally provide uncompensated care to these populations have experienced sharp increases in the demand for their services. 33 This demand growth is occurring at a time when many safety-net providers-including public health departments, community health centers, and community hospitals-are experiencing difficulties in covering the costs of uncompensated care while also remaining responsive to market demands for efficiency and cost containment under managed care. Public health organizations and other safety-net providers face urgent imperatives to find new ways of managing costs and delivering uncompensated care in this new environment.
State and local public health managers must identify optimal ways in which to apply the limited additional resources that are becoming available through federal and state programs, such as the Children's Health Insurance Program for low-income, uninsured children, and the various state insurance pools. A growing number of organizations are using collaborative, interorganizational approaches to address uncompensated care issues-which allow organizations to pool their resources and expertise, share costs, and realize efficiencies of scale and scope through joint service provision activities. These approaches require special skills in areas such as alliance development, financial management, marketing and public relations, and entrepreneurial grants management and fundraisingskills that most public health leaders and managers do not possess.
Emerging and resurgent health risks
Public health agencies also confront the challenges imposed by an array of new and resurgent health risks in many communities. 1 These risks include the threat of influenza pandemic and the emergence of new and drug-resistant strains of infectious diseases-many spawned by the inappropriate application of drug therapies. These threats are compounded by the growing geographic mobility of the population, both domestically and internationally, which limits the effectiveness of traditional disease surveillance and control systems.
Many communities are facing new environmental threats created by technological innovations in industry, scientific advances in agriculture, and economic globalization. 34 Finally, mounting concerns about the potential effects of biological terrorism pose new challenges for public health agencies in securing the capacity to respond to this emerging threat.
Public health managers face daunting challenges in adapting their operations to address these new and resurgent public health problems while also maintaining core public health functions. To cope with resurgent threats and unanticipated public health crises, state and local health managers will need additional training in such areas as strategic planning and crisis management.
Accountability and public responsiveness
Public health organizations also face mounting pressure to demonstrate accountability and responsiveness to their primary stakeholders, including policy makers, clients, and the public at large. Health policies at federal, state, and local levels reflect a renewed commitment to improving the effectiveness and efficiency of government services and to demonstrating the value of these services to their constituencies. At the federal level, this commitment was reflected in the provisions of the Government Performance Results Act of 1993. 35 This commitment is also reflected in recent state and federal efforts to develop public health performance standards and accreditation systems for public health organizations. 36 Public health organizations are also responding to the need for greater accountability by exploring new approaches for public dissemination of community health information and new structures for ensuring public participation in health planning and priority setting. Community health report card systems and community health improvement programs are two types of strategies being adopted by public health organizations for these purposes. 14 To ensure greater accountability and responsiveness to their multiple constituencies, state and local public health managers will need fundamental training that will enable them to evaluate the local applicability of these strategies.
• Helping Health Managers Meet the Challenges
In view of these major trends shaping the practice of public health, the founders of the Management Academy for Public Health concluded that a targeted learning experience was needed to enhance the entrepreneurial skills of current public health professionals. In view of the "browning" and "graying" of America, the Academy curriculum needed to focus on issues of cultural competency and re-engineering of organizational infrastructure, workforce development systems, and operations to improve capacity to serve an increasingly diverse population. Furthermore, in order to address the major issues related to health disparities, innovative strategies will be needed; the Academy's founders envisioned a curriculum specifically focused on the process of program innovation. The founders saw becoming more "business like" as key to effective partnering with the healthcare industry. Therefore, skills development in the basic business practices related to managing people, managing money, and managing information would need to be incorporated into the Academy experience. Such skills were anticipated to be beneficial in addressing the needs of the growing uninsured and underinsured population, and the range of emerging health risks faced by communities.
Finally, enhanced accountability pressures, particularly in state and local government, dictated skills improvement not only in basic management skills but also in entrepreneurial efforts to develop innovative approaches to monitoring performance, such as the National Public Health Performance Standards Program.
36 * The Academy experience was envisioned to provide basic skills development in the use of existing accountability tools, as well as providing an impetus for developing new, innovative approaches.
As the founders of the Management Academy for Public Health contemplated the public health landscape in the late 1990s, these five major trends shaping public health emerged as driving forces for the creation of the Academy. Upon these conceptual foundations, the Management Academy for Public Health was developed.
